Records
The nursing staff may be required to record clinical information for the patient's medical records and also to collect data about each patient, so that a picture can be built up of the work of the recovery room.
Should every patient have a set minimum of observations taken and recorded, e.g. pulse, blood pressure and respiration rate? Or should this be optional for the nurse in charge or on the instructions of the anaesthetist? Whereas a case can be made out for keeping a clinical record on every patient, possibly for medicolegal reasons, I do not believe it is always necessary. When a clinical record is kept it may be made on a separate chart, but I prefer it to be done on the anaesthetic sheet as a continuation of the anaesthetic record.
Surgical considerations
It is our experience that once a recovery room is opened the surgeons become very enthusiastic about its use. The nurses perform many surgical procedures, such as bladder irrigation, dressing of wounds, insertion or removal of packs and attention to blood loss. The observations made are as valuable to the surgical management of patients as to the patients' safe recovery from anaesthesia.
The appointment at Whipps Cross Hospital of a nursing officer solely for recovery areas of theatres may seem an unusual innovation, but it indicates that this service has now been recognized as requiring a specialist nurse at this level. I believe that we are able to justify the claim that a well-run recovery nursing service is an essential adjunct to the skills of anaesthesia and surgery. . In the United Kingdom, some hospitals are fortunate enough to. have well and safely run recovery areas, but this is by no means the rule. A survey of"!0 theatre recovery areas within the last eighteen months shows, 'unhappily, a wide divergence in nursing standards (Andrewes 1977) . Table 1 highlights some of the difficulties found. Short though this survey is, it does draw attention to a lack of understanding of the needs of the patient in the recovery period.
Recovery work is still an ill-defined service, and the quality of recovery nursing care is often inconsistent with the excellence of the surgery and anaesthesia. In those hospitals included in the survey, the senior theatre personnel were not necessarily complacent about the state of affairs in their recovery rooms, but it seemed that their concern for the surgeon and his patient while in the theatre often took precedence over the vital postoperative phase.
Whipps Cross Hospital recovery service
Whipps Cross Hospital is an average-sized district hospital on the East side of London, with seven dispersed theatres to run; 8995 patients passed through our hands in 1977. The recovery areas range from frankly tourist-class gangways to an up-to-the-minute first class saloon. We have student and pupil nurses and part-time trained staff as part of our complement, and with all this variety we have still to provide as safe a service as possible for every patient. If the equipment is basically the same at each recovery site, then the nursing must also, in some way, be standardized. To this end we have tried to evolve a system of recovery nursing -a system of safe nursing. Our principal objectives are: (I) to care safely for the unconscious patient through the reversing stages of anaesthesia; (2) to understand and review his immediate postsurgical condition; (3) to return the patient to his ward only when he is fully conscious and with his vital signs stable, and with the anaesthetist's consent.
Having started with these objectives, we proceed with a number of safety rules, the first one being 'There shall be one nurse to one patient at all times'. If no one is free, the nurse who scrubbed for the case will bring the patient out to the recovery room and will stay until someone can take over from her. We are intransigent about this rule and on rare occasions the surgeon has even been made to wait. When one nurse hands over her duties to another, all the relevant details about the patient and his progress during recovery are given. This makes for a continuity of responsible nursing care, both in the department and with the ward staff.
A recovery nursing chart has been introduced, which has proved extremely useful both for the nursing staff and for the anaesthetists. We do not believe that we can nurse intelligently without some prior knowledge of the patient's medical history. It is neither the time nor the place, in the first few minutes of recovery, to be examining the patient's notes, so his respiratory and cardiac history, ward blood pressure, pulse rate and any abnormalities are extracted from the case notes in the anaesthetic room. This recovery form is then returned to the patient's bay to provide us with the needed base-line medical history. We will review his progress on this form, knowing that the effects of the operation and the anaesthetic will be superimposed on this baseline.
With full information from the theatre scrub nurse and from the anaesthetist, including his postoperative requirements, the patient is monitored at ten-minute intervals throughout his stay in the recovery area. An absolute minimum of three consecutive observations are made before the patient is returned to the nurses on the ward.
Our prime concern is for the maintenance of the airway. We must know how to recognize and correct any partial obstruction, understand its possible cause, and alert the anaesthetist if there is a need for his expertise or for further drugs; 95% of our patients receive oxygen. Cardiac arrhythmias, if they occur, are screened on an oscilloscope. We note skin colour and warmth. We take blood pressure readings and examine the wound site, assessing any fluid loss. The level of consciousness is evaluated but no painful stimulus is ever given and we do not shout.
To us safety rather than speed is the object of the exercise. We watch the reestablishment of the patient's reflexes at all times. It is important that we report any signs of vomiting lest, at a later date, pulmonary aspiration is suspected. We keep our anaesthetists informed of progress. The surgical side of our patient care is constantly reviewed and the surgeon is, of course, told if we are not satisfied. When the patient shows signs of pain, a doctor is at once informed. The anaesthetists commonly give titrated amounts of analgesic drugs intravenously; the residual amount can be given intramuscularly. This gives the patient immediate pain relief. Patients who have had epidural or spinal analgesia are monitored with due care. A patient is kept in recovery a further half hour after any drug has been given, until its effect is observed. As is so often the case the better the service is, the less anyone will hear of it, and so it is true that the more smoothly things run in our department, the less our skills may be appreciated. As Dr G C Hanson of our Intensive Therapy Unit says: 'Any nurse can institute a cardiac arrest procedure. The nurse we want is the one who will prevent it!' Certainly we must recognize and correct life-threatening situations before they become dangerous.
Teaching
Teaching has an important place here, for student and pupil nurses are always with us in the recovery areas. I start most lectures to them by pointing out that an anaesthetist never puts anyone to sleep, he renders his patient unconscious! It is necessary to say this, as so many nurses at first think that they are nursing a sleeping patient. Our teaching now covers any area in the hospital where an anaesthetic is given: maternity, intensive therapy unit, accident and emergency, ECT areas, as well as theatres. Formal lectures are given in our School of Nursing, as well as on-site instruction in the recovery room itself.
Future ofrecovery nursing
Recovery nursing must be recognized soon as a speciality in its own right, with a defined training scheme. Gone, or almost gone, are the days when recovery nursing was thought of as only a chin-holding exercise. It could now well be entitled 'short-term critical care'.
There is already a real need, which will increase, for professionally conducted recovery nursing courses. These could be brought into being by the Joint Board of Clinical Nursing Studies, a body already implementing many specialist training courses for registered nurses. (Certainly such a course would require a comprehensive syllabus including all aspects of surgery and anaesthesia as well as in-depth knowledge of cardiac and respiratory function.) Illustrative of how inadequately represented are the requirements of a recovery room sister or charge nurse at present, a recent advertisement stated 'Although previous experience is not essential, some experience in the care of the unconscious patient would be an asset'.
With the necessary teaching programme instituted, it is to be hoped that textbooks will be written for recovery nurses at the same level of excellence'as they are for intensive therapy nurses. With a consultant anaesthetist, in each hospital group, taking recovery areas under his wing, they would then become a designated anaesthetic responsibility.
Conclusion
To the anaesthetists who may remember the good old days when all the patients returned to their wards with their airways in, I would remind them of the £243 000 damages awarded by Mr Justice Bristow of the Queen's Bench Division (The Times, 8 December 1977) . Thus nowadays the postoperative period after minor surgery can cost a quarter of a million~ounds. To have specialist recovery nurses may well be an added expense, but to have anythmg less than this may prove to be very, very expensive indeed.
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